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HEALTH IN ALL POLICIES AND EQUITY - REALISING THE CHALLENGE 
 
1. INTRODUCTION 
The necessity to focus on equity and Health in All Policies has been reiterated as part of Council conclusions in 20061, 
20102 and 20113, which in 2011 emphasised that:  
“A ‘Health in all policies’ approach with an equity focus should be used in specific policy areas and coordinated 
activities that have the greatest health impact contributing to reducing the persisting health gaps. This might include 
health, education, research, environment, agriculture, economy, employment and social policies.” 
As well as called European Commission and Member States to: 
“Promote the effective implementation of ‘Health in all policies’ approach with an equity focus, to encourage and 
coordinate all relevant sectors in playing their part in reducing healthgaps within the EU.” 
However, the practice of how this should be done has remained more elusive. There is no guidance, practice or 
training of how to implement Health in All Policies and even less for potential avenues in to address equity in this 
context. This paper seeks to provide some guidance on potential options in the light of existing practices in HIAP as 
well as knowledge on equity in the context of public policies. 
We have substantial literature on equity and reducing health inequalities as part of public policies and interventions, 
however tackling equity as part of HIAP often remains unclear and a further challenge.  The purpose of this paper is to 
focus on current potential and prospects of tackling equity as part of Health in All Policies (HIAP) approach. The paper 
i) first elaborates what is HIAP and how equity is understood in the context of HIAP, then focuses on ii)  the state of 
current knowledge in relation to HIAP and equity, iii) strategic thinking on HIAP and equity, iv) existing tools and 
mechanisms for enhancing equity as part of HIAP, v) the role of HIAP as part of political decision-making, vi) needs and 
scope for capacity building in the area, vii) case studies of relevance to understanding the potential and scope for 
HIAP, and finally viii) discusses potential and scope for equity focus in HIAP at local, national and European level policy 
making and ix) concludes and suggests potential agendas for action. at European Union level. 
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2. WHAT IS HEALTH IN ALL POLICIES ? 
HIAP is a means for an end, rather than a defined specific methodology or tool kit. It can be based on a variety of 
measures adjusting these to different types of policies, rather than a single rigid process. In order to understand what 
can be done on the basis of HIAP approach or requirements for HIAP, it is important to understand where and on what 
basis HIAP arguments or action can be brought up or called for. Health in All Policies can offer prospects in relation to: 
i) level where decisions are made extending from local to European Union level  
ii) implications for health systems, population health and health protection 
iii) broad context of public policies extending from both public administration and political decision-making,  
iv) accountability as it relates to the legal basis for HIAP within EU and in Member States, and  
v) variety of processes and levels of cooperation, providing flexibility for HIAP. 
vi) transparency, cooperation and more informed decision-making across sectors 
vii) scope for public participation and more issue-based focus on action 
A working definition of HiAP has been as follows: 
“Health in all policies is an approach to public policies across sectors that systematically takes into account the health 
and health systems implications of decisions, seeks synergies and avoids harmful health impacts, in order to improve 
population health and health equity. A HiAP approach is founded on health-related rights and obligations. It 
emphasises the consequences of public policies on health determinants, and aims to improve the accountability of 
policy-makers for health impacts at all levels of policy-making. “ 
What is essential is that Health in All Policies has its focus at the level of which decisions are made and thus extends 
from European Union policy-making to the level of local and community level projects.  
It also extends from administrative measures to political and parliamentary decision-making and accountability. It is 
not a replacement for health promotion or directly health-related measures, which can be undertaken as part of 
health policies, but a means to reach to other sectors on issues and matters, where action within health sector alone 
is unlikely to provide results. This implies that it is always likely to be complementary and not replacement to other 
public health measures and action within health systems. However, in terms of use and focus, it remains broader than 
health promotion as it covers also impacts on health protection measures and health systems organisation and 
functioning.  
Health in All Policies is thus broader than what is traditionally understood as intersectoral action or whole-of-
government approach as it extends from the executive or government-lead policy-making to the parliamentary 
decision-making as well as to supranational governance. Furthermore, it is also about public policies and 
accountability, rather than cooperation and intersectoral action only. While HIAP is usually based on and benefits 
from collaborative action with other sectors, it does not always require collaboration or joint work, if health 
considerations are otherwise taken into account in other policies. In this respect it differs from such multisectoral 
action or whole-of-society approaches, which would require participation and engagement from other sectors in 
principle.    
Health in All Policies can utilise different tools and processes, including broad multisectoral action and inclusion of 
private sector, but it is essentially about public policies. While Health in All Policies usually benefits from intersectoral 
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cooperation and alliances as well as requires public consultation and transparency, there are no requirements to 
include all or any given stakeholders as part of initial processes, nor to engage with or include such actors with 
substantial conflicts of interests with the matter in question to the planning and development of policies. However, it 
does support broad public participation with appropriate management of conflicts of interests. Health in All Policies is 
a long-term approach and requires a long-term perspective. It is thus not something that can be achieved through a 
single legislative measure or process. 
Health in All Policies was introduced to European Union in 2006 (Stahl et al. 2006), including analysis on how it relates 
to European Union policies (Koivusalo 2006). The fact that Health in All Policies is geared to apply at the level of which 
decisions are made, has a particular appliance to European Union policies and respective competencies between 
European Union and Member States. This also implies a shared burden of focus between local, regional and national 
policy-making and decisions made in the context of European Union decision-making. 
The accompanying book for the 8th Global Conference on Health Promotion on Health in All Policies implementation 
emphasised analysis by Kingdon (1995) on different streams and how problem, policy and politics streams need to 
meet so as to give ground for action4. The current paper looks at how equity could be enhanced as part of HIAP, but 
also makes suggestions for future in the light of stream analysis for cooperation in the area within European Union as 
part of technical guidance on how to take equity further as part of Health in All Policies. (Figure 1, from Ollila et al 
2013) 
Figure 1.Kingdons’ non-linear framework for policy-making 
 
 
2.1. EUROPEAN UNION AND HEALTH IN ALL POLICIES 
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Health in All Policies is a recognised, area of focus on health, in the context of European Union action and 
responsibilities. The legal basis for articulation of Health in All policies can be found in the context of Article 168 (Table 
1). A further recognition is made in the context of council conclusions in 2006 during Finnish presidency with focus on 
Health in All Policies5and in 20106on equity during Spanish presidency with focus on equity and social determinants of 
health (Council of the European Union 2006, 2010).Council conclusions on closing health gaps within the EU through 
concerted action to promote healthy lifestyle behaviours in 2011 have also contributed to the agenda (Council of the 
European Union 2011). 
 
Table 1. Article 168 of Lisbon Treaty 
1.A high level of human health protection shall be ensured in the definition and implementation of all Union policies and activities.  
Union action, which shall complement national policies, shall be directed towards improving public health, preventing physical and mental illness 
and diseases, and obviating sources of danger to physical and mental health. Such action shall cover the fight against the major health scourges, 
by promoting research into their causes, their transmission and their prevention, as well as health information and education, and monitoring, 
early warning of and combating serious cross-border threats to health. 
The Union shall complement the Member States' action in reducing drugs-related health damage, including information and prevention. 
2. The Union shall encourage cooperation between the Member States in the areas referred to in this Article and, if necessary, lend support to 
their action. It shall in particular encourage cooperation between the Member States to improve the complementarity of their health services in 
cross-border areas. 
Member States shall, in liaison with the Commission, coordinate among themselves their policies and programmes in the areas referred to in 
paragraph 1. The Commission may, in close contact with the Member States, take any useful initiative to promote such coordination, in 
particular initiatives aiming at the establishment of guidelines and indicators, the organisation of exchange of best practice, and the preparation 
of the necessary elements for periodic monitoring and evaluation. The European Parliament shall be kept fully informed. 
3. The Union and the Member States shall foster cooperation with third countries and the competent international organisations in the sphere of 
public health. 
4. By way of derogation from Article 2(5) and Article 6(a) and in accordance with Article 4(2)(k) the European Parliament and the Council, acting 
in accordance with the ordinary legislative procedure and after consulting the Economic and Social Committee and the Committee of the 
Regions, shall contribute to the achievement of the objectives referred to in this Article through adopting in order to meet common safety 
concerns. 
(a) measures setting high standards of quality and safety of organs and substances of human origin, blood and blood derivatives; these measures 
shall not prevent any Member State from maintaining or introducing more stringent protective measures; 
(b) measures in the veterinary and phytosanitary fields which have as their direct objective the protection of public health; 
(c) measures setting high standards of quality and safety for medicinal products and devices for medical use. 
5. The European Parliament and the Council, acting in accordance with the ordinary legislative procedure and after consulting the Economic and 
Social Committee and the Committee of the Regions, may also adopt incentive measures designed to protect and improve human health and in 
particular to combat the major cross-border health scourges, measures concerning monitoring, early warning of and combating serious cross-
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border threats to health, and measures which have as their direct objective the protection of public health regarding tobacco and the abuse of 
alcohol, excluding any harmonisation of the laws and regulations of the Member States. 
6. The Council, on a proposal from the Commission, may also adopt recommendations for the purposes set out in this Article. 
7. Union action shall respect the responsibilities of the Member States for the definition of their health policy and for the organisation and 
delivery of health services and medical care. The responsibilities of the Member States shall include the management of health services and 
medical care and the allocation of the resources assigned to them. The measures referred to in paragraph 4(a) shall not affect national provisions 
on the donation or medical use of organs and blood. 
____________________________________________________________________________________________________ 
European Commission has reported on health inequalities in 2003, 2006 and in 2013 (European Commission 2003, 
2006, 2013). In addition, an independent external review on social determinants of health and European Union has 
been completed in 2013 (UCL 2013). 
European Commission7 emphasises that “since health is determined to a large extent by factors outside the health 
area, an effective health policy must involve all relevant policy areas, in particular: social and regional policy, taxation, 
environment, education, research.  All EU policies are required by the EU treaty to follow this "Health in all Policies" 
(HIAP) approach. But to be fully effective, this approach needs to be extended to national, regional and local policies.” 
While addressing health inequalities has been addressed by the European Commission as a key action of the EU Health 
Strategy (2008-2013) (European Commission 2009), the new programme on Health for Growth has another focus. 
Although the new European Union programme makes reference to the Article 168 obligation of maintaining high-level 
of health protection in all policies. However, Health in All Policies is not mentioned one time as part of the new 
European Union programme Health for growth (European Commission 2010). Health inequalities and addressing 
inequalities are taken up in the context of tackling long-term challenges, access to health care for low income groups, 
necessity of tackling inequalities for inclusive growth and perhaps most explicitly in emphasis that “the programme 
should contribute to addressing health inequalities through action under the different objectives and by encouraging 
and facilitating the exchange of good practices to tackle them”.  
The purpose of this paper is to explore options and potential to reinvigorate focus on public health and in particular, 
strengthening commitments on Health in All Policies and capacities to act on social determinants of health both as 
part of national policies and as part of European Union action.  
a.  INEQUALITIES AS A PROBLEM – EQUITY AS AN AIM OF HIAP IN PRACTICE 
The concepts and basis of understanding of equity and health inequalities is often left vague in policy documents. This 
applies also to how these relate to consideration of health disparities, socioeconomic inequalities or equity and 
equality in the context of human rights and rights-related legislation or as it relates to fairness and justice. It is of 
further relevance to the practice of addressing equity to understand what is meant with equity, inequalities and equal 
treatment in other policies, where there are conflicts of interests and where synergies and alliances can be built in the 
area.  We may require different capacities and focus, for example, in relation to addressing: 
i) health inequalities on the basis of educational or income status 
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ii) equity in relation to socioeconomic gradient  
iii) position and health of lowest income groups 
iv) geographical equity 
v) equity in the context of health systems and universal coverage 
vi) gender and specific minority groups as part of equity considerations 
vii) equal treatment and access to services and social protection irrespective of race, gender or age 
There is both avoidable and unavoidable variation in health within and across population groups, but understanding of 
health inequalities is usually based on recognition of health inequalities, which are based on avoidable mortality and 
are considered as unjust or unjustifiable. The reference to equity often implies an emphasis on relative inequalities 
which form a socioeconomic gradient in health, which needs to be addressed. Equity also has a particular relevance 
for health systems in relation to commitments with respect to universal coverage and equal access to health services 
on the basis of need, rather than ability to pay.  
In addition to universal approach, additional focus on lower income and more vulnerable groups – as part of 
proportional universalism (Table 2) – is often required. A  focus on those poorest only will not address the 
socioeconomic gradient. Health inequalities are not only a matter of inequalities within different population groups, 
but as well between populations and geographical areas. This applies both to health status as well as with respect to 
access to health care and services provided.  
__________________________________________________________________________________ 
Table 2. Proportionate universalism (Marmot 2010, p 15) 
Focusing solely on the most disadvantaged will not reduce health inequalities sufficiently. To reduce the steepness of 
the social gradient in health, actions must be universal, but with a scale and intensity that is proportionate to the level 
of disadvantage. We call this proportionate universalism. 
_________________________________________________________________________________ 
The role and relevance of health systems for health and health inequalities has become more recognised. This relates 
both to equity in access to services as well as with respect to how health systems relate to broader population health. 
Health systems can balance social inequalities or impede these. Particular issues relate to health of minority groups, 
such as Roma, and the rights of specific vulnerable groups, such as homeless, illegal immigrants, prisoners and those 
in institutionalised care or how discriminatory practices within societies affect health-related rights.   
In this paper equity is understood mostly in the context of socioeconomic gradient and equity in access to health 
systems, recognising need for proportional universalism for further reduction of health inequalities as well as 
obligations that arise from the Fundamental Charter of Rights in the European Union, as adopted part of the Lisbon 
Treaty in 20098.  
2. STATE OF KNOWLEDGE ON HIAP AND EQUITY 
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While literature on Health in All Policies remains still remains relatively scarce, there is substantial scientific and policy-
practice literature on equity, social determinants of health as well as how public policies impact on equity and health 
inequalities. A substantial number of reviews on social determinants of health have been compiled from global to 
national and regional levels providing both analytical and descriptive evidence on existence and nature of inequalities 
and addressing these (see e.g. CSDH 2008, Marmot 2009, WHO 2013a, UCL 2013). A number of websites91011 and 
networks12 provide equity-related information in Europe. 
The problem of health inequalities and the challenge for equity are known, well and freshly articulated at European 
Union level. Utilising Kingdon’s analysis on policy stream, the challenge is not knowing the problem, but ensuring that 
policies take place and that political momentum to move action further is not lost (Kingdon 1995). The second part of 
this paper is thus focussed on how equity could be taken further as part of HIAP providing examples of potential 
mechanisms, tools and avenues to address equity in HIAP. 
Global and regional reviews in the field of Health in All Policies and social determinants of health have sought to digest 
information to a more palatable form and analysis relevant to European policy context. This paper draws in particular 
from three recent policy openings and papers. First, the contributions of the Health in All Policies –book, compiled for 
the 8th WHO Health Promotion conference in June 2013 (Leppo et al. 2013), which analyses and discusses scope and 
potential for implementing Health in All Policies –approach; second, the regional reports on Social Determinants of 
Health and the Health Divide in the WHO European Region and in the European Union (WHO 2013a;UCL 2013), and 
third, WHO materials on universal coverage, financial crisis and health financing and on social determinants of health 
(WHO 2013; CSDH 2008; Blas and Krug 2010).WHO discussion paper by Solar and Irwin (2010 p.5 ) has also used the 
Diderichsen model of “the mechanisms of health inequality”, which identify how the following mechanisms stratify 
health outcomes: 
“Social contexts, which include the structure of society or the social relations in society, create social stratification and 
assign individuals to different social positions. Social stratification in turn engenders differential exposure to health-
damaging conditions and differential vulnerability, in terms of health conditions and material resource availability. 
Social stratification likewise determines differential consequences of ill health for more and less advantaged groups 
(including economic and social consequences, as well differential health outcomes per se)” 
HIAP approach also draws from broader action and focus on prevention of noncommunicable diseases (UN 2011; 
Leppo et al. 2013), which has driven large share of health promotion efforts in the European region and globally, 
including measures with respect to tobacco, alcohol and diet. HIAP is also recognised as part of Health 2020 
programme (WHO 2013bc), which seeks to enhance HIAP through focus on whole-of-government and broader 
collaborative action as well as provides guidance on how to engage and utilise workshops and cooperation with other 
sectors.   
Health in All Policies draws focus on governance and intersectoral action (McQueen et al. 2012) with broader interest 
on governance in relation to WHO Health2020 programme (Kickbushand Geicher 2012, Kickbush and Behrent 
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2013).Further literature on implementation has been drawing in particular, from literature on whole-of-government 
and whole-of-society approaches, the use of health impact assessments and intersectoral and collaborative 
approaches within government.  These do not, however, generally address specific measures or focus on inequalities 
in health or health inequalities.  
European Commission has compiled information and guidance on using health impact assessment for policies and 
programmes developed in other sectors, including impacts on health and health systems13. However, European Union 
does not have tools, guidance or analysis for applying Health in All Policies approach either for European level or for 
national policies in practices. Furthermore, it is now known that health impact assessments are neither routinely used 
or prioritised as part of European Union integrated impact assessment processes has, however, gained criticism due to 
its orientation and prioritisation of impacts and methods conducive to business interests (Smith et al. 2010ab).It has 
also become evident that inclusion and implementation of health impact assessment as part of broader impact 
assessment processes or in relation to more challenging policies, such as investment, trade and commercial policies, 
have not gained ground. Analysis of HIA as part of integrated impact assessment found that it was rarely utilised (Salay 
2008, Stahl 2009). In practice the gap is not only on implementation of equity as part of health impact assessment, but 
also lack of consideration of health as part of impact assessments. This supports the prevailing view of public health 
experts that HIA practice should be based on legal obligation if it is not to become marginalised as part of impact 
assessment procedures, leading to specific focus on the matter as part of Council Conclusions in 201114 (Tarkowski and 
Ricciardi 2012).  
3. STRATEGIC THINKING FOR HEALTH AND EQUITY 
 
a. PURPOSE, LEGITIMACY AND FOCUS FOR ACTION 
Strategic thinking is part of technical tools for Health in All Policies and can be used in particular for addressing equity. 
HIAP can be tackled, for example, on the basis of i) necessity to respond to and asses policy proposals and initiatives 
from other sectors so as to ensure accountability for their implications to health and equity, or in a more health 
policy driven context as the ii) necessity to reach over to other sector policies so as to address social determinants of 
health. The key in relation to these two aspects of HIAP is that in the case of the former, initiative to act comes from 
other sectors and legislation prepared for policy purposes in other sectors, whereas in the latter, the impetus is to 
change policies in other sectors to better respond to needs to tackle health and social determinants of health. 
These may require different strategies and focus, in particular, as the former is more likely require addressing not only 
synergies, but more often also conflicts of interests. This double nature purpose of the HIAP can also lead to difficulties 
and challenges in relation to what is expected from HIAP in practice. 
b. LEGAL FRAMEWORK AND CONTEXT 
A key strategic factor for HIAP and equity can be found from constitutional commitments and legal statutory 
obligations for action. Legitimacy of HIAP as part of European Union policy-making context rests strongly on Lisbon 
Treaty commitments and Article 168 in ensuring high level of health protection as part of all policies.  In most 
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European Union Member States, the inclusion of Charter of Fundamental Rights of the European Union as part of 
Treaty of Lisbon has contributed to this process, in particular, on the basis of Article 35, which states that: 
“Everyone has the right of access to preventive health care and the right to benefit from medical treatment under the 
conditions established by national laws and practices. A high level of human health protection shall be ensured in the 
definition and implementation of all the Union’s policies and activities.”  
European Union Member States often have additional commitments with respect to universal service provision or 
right to health as part of international treaties or in the context of national constitutional law, which can be important 
in the context of legitimizing action on equity and Health in All Policies.  
However, so far there has been limited analysis on how legal framework and context within the European Union could 
be used better so as to the benefit of enhancing action on social determinants of health, equity and HIAP as well as 
how legal and legislative frameworks within Member States could be used in support of HIAP in practice.  
c. FOCUS OF ACTION 
The strategic focus on action for further focus on HIAP can bear crucial relevance to equity.  In practice intersectoral 
efforts initiated by governments to enhance HIAP are often issue-based in practice, in other words, they are geared 
towards addressing a particular problem (e.g. obesity) or area of action (e.g. nutrition). While Health in All Policies 
requires that health is considered in the decision-making of all policies, more cooperative activities and processes are 
often set to tackle a particular problem. This is also helpful for the motivation and representation of other Ministries 
to such processes as it enables choice of persons who are more likely to work in a relevant substantive area for action.   
In terms of equity a specific focus on reduction of health inequalities or social determinants of health can be 
envisaged. Alternatively a focus can be put to a particular area of social determinants of health, such as child health 
and poverty. A number of sectors, including social, education, environment, employment, housing, transport and 
planning are often taken up as sectors with high impact potential for health inequalities. On the other hand, it is likely 
that, for equity and social determinants of health, HIAP would be of interest especially in sectors, where it has been 
least applied to, such as financial, economic, external and commercial policies, including programmes and policies of 
austerity. 
While Health in All Policies remain often a less formal process than health impact assessments, understanding both 
health and equity implications of proposed policies requires knowledge on the particular policy area and sector. This 
applies also to the third aspect of HIAP and equity, which relates to the nature and depth of the impact of policies and 
the number of people that it is likely to affect short and long-term.Regulatory policies and policy decisions in other 
sectors can have substantial impact on health systems. This implies that it may be not meaningful to use exactly the 
same frame for all policies, but to adjust analysis on the basis of actual policies and most important expected impacts.  
As a means for accountability, health in all policies canthus be considered both as a reservation of political spacefor 
health and equity in the context of political decision-making, as wellas atechnical tool as part of preparatory and 
implementation processes. Specific tools are also available and can be used for HIAP so as to tackle equity and focus 
on inequalities.  
4. TOOLS AND MEANS FOR ADDRESSING EQUITY IN HIAP 
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A large part of “tools” and “means” for Health in All Policies take place in the form of intersectoral committees, joint 
actions, working groups, consultations and related functions across sectors. The simplest tools and means are 
inclusion of health equity and distributional impacts of policies as part of the agenda on health or health related issue 
in question. However, this can be further enhanced with more specific equity-related checklists, focus areas or 
questions to be answered as part of this broader process. This is also the essence of many tools that seek to address 
equity in HIAP. 
Health in All Policies usually includes a form of participatory processes and consultation. Participation can enable 
better focus on inequality and equity as result of broader debate and transparency, but it can also neglect or hide 
important equity issues both in terms of representation and voice as well all divert focus from equity and gradient of 
inequalities to most vulnerable and lowest income groups only.  Participation can thus never replace focus on equity 
and distribution as part of health in all policies and is insufficient as a means to address equity. However, transparency 
and openness of participatory processes remain important, in particular through addressing and recognising conflicts 
of interests and different resource capacities of nongovernmental organisations in comparison corporate 
representatives and lobbyists.  
There are known more equity and health equity specific means and tools, which can be used to address equity as part 
of these processes. Those most referred to include i) Health equity impact assessments/Equity health impact 
assessments, ii) health equity audits,  iii) health equity lens, iv) equity reviews or v) policy analysis for health and 
equity.  While some toolsare developed to address equity by local governments, HIAP applies to the level where 
decision is made. The higher the policy level of governance, the more important it is to recognise focus on more 
complex regulatory aspects of policies and how these affect policy space at lower levels of governance. 
The choice of how health and equity are considered is likely to remain at the core of politics of HIAP. For example, 
whither addressing of equity takes place in the form of drawing attention to the lower income groups only or to the 
gradient. It has been recognised that equity is not sufficiently considered as part of Health Impact Assessments (HIA) 
with a particular difficulty to address roots of inequality or causes of causes (Povall et al. 2013).  Equity provides a 
particular challenge for Health in All Policies, which addresses policies rather than project and oftenat macro-level with 
more complex aspects and issues related to equity, power and injustice, than decisions at the level of local 
government. It is thus necessary to recognise that if equity is to be tackled as part of HIA this is likely to need further 
scope for broader policy analysis as well as focus on policy reviews and legal and policy analysis, including with respect 
to human and social rights obligations, as part of the toolkit to address health and equity. 
However, this paper is based on a practical approach recognising that, while the aims of action on equity should be 
held high and broad in their focus, scope for action should be given for governments, local governments and the 
European Commission to address equity and health inequalities, where this can be done.  
a. HEALTH EQUITY IMPACT ASSESSMENT/ EQUITY FOCUSSED HEALTH IMPACT ASSESSMENT 
 
Equity can be considered as an elementary part of an ordinary Health impact assessment, in the context of health 
(equity) impact assessment or equity focussed health impact assessments (Table 4) 
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Table 4. Impact assessment terminology, adapted and amended on the basis of Harris-Roxas et al (2011) 
Health impact assessment (HIA)  
HIA is "a combination of procedures, methods and tools by which a policy, program or project may be judged as to its 
potential effects on the health of a population, and the distribution of those effects within the population" (ECHP 
1999). 
Health equity impact assessment (HEIA)  
HEIA has been suggested as a means to ensure that the potential impacts of a proposal on health equity is considered 
prior to implementation as part of WHO Commission on social determinants of health (CSDH 2008). Application of a 
separate specific health equity focussed impact assessment has been endorsed in the context of action on social 
determinants, but it is generally assumed that there is no need for new and separate methodology to address equity, 
but there is scope for enhancing how equity is addressed as part of ordinary HIA (Povall et al. 2013) 
Equity focused health impact assessment (EFHIA)  
EFHIA is related to HEIA and was developed in response to concerns that (i) consideration of health equity is often 
limited within HIAs, often being restricted to the realm of professed values and aspirations (Harris-Roxas and Simpson 
2004), and (ii) that it was desirable to improve the methods for considering equity within HIA, rather than developing a 
separate form of HEIA. EFHIA focuses on improving the consideration of equity and differential impacts at each step of 
the HIA process (Mahoney et al. 2004; Simpson et al. 2005). EFHIA can also be adjusted to a limited time frame and 
resources in a form of rapid EFHIA (Harris-Roxas et al 2011). 
_________________________________________________________________________________ 
The Equity focussed health impact assessment (EFHIA) “uses health impact assessment methodology to produce a 
complementary and structured way of determining the potential differential and distributional impacts of a policy or 
practice on the health of the population as well as on specific groups within that population and it assesses whether 
the differential impacts are inequitable” (Mahoney et al. 2004; Simpson et al 2005). It has been used in the context of 
Australian and Canadian policies with the intention of emphasising equity in the framework of a health impact 
assessment. EFHIA (Mahoney et al. 2004, p.12) is geared to answering four questions: 
1. Is it necessary to consider health within this policy or practice? 
2. Does this policy or practice have any (potential) health impacts? 
3. Are these health impacts likely to be differentially distributed by socioeconomic status, ethnicity, gender, 
geography, or some other factor? 
4. Are these differential impacts fair? 
5. Are these differential impacts avoidable? 
6. Do the benefits of changing the policy or practice to moderate or remove these differential impacts outweigh the 
costs or disadvantages of doing so? 
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The use of equity focussed health impact assessment has similar strengths and weaknesses as the use of health impact 
assessment for the purpose and practice of Health in All Policies. It is also dependent on capacities and knowledge-
base that can be used to analyse these impacts, when health impact assessments are contracted out or undertaken as 
part of broader impact assessment processes. As part of Health in All Policies approach it is most useful for analysis 
and as a source of information for the policymakers, where issues of concerns for health and equity are at the point of 
decision-making, whereas audits can be more important in implementation of policies “with a view on health and 
equity”.  
Where there is a formal legal responsibility for HIA, EFHIA can be included as part of this assessment. While there are 
often limitations for effective use of equity focussed impact assessment at policy level or assessment of implications 
from legal or regulatory policy changes, EFHIA can always be combined with legal review of analysis on policy space. 
This could also focus on reporting to decision-makers and commissioning of EFHIA by policymakers or an independent 
arms-length organisation.   
Another avenue for health equity impact assessment is to require a separate equity impact assessment or review as 
part of health impact assessment on the basis of knowledge on socioeconomic inequalities and impacts on specific 
groups of concern. While this may not be directly applicable to health inequalities, it provides ground for 
understanding broader context of inequalities in more detail and in particular situation with more vulnerable groups.  
This is relevant also to the definition and nature of social impact assessment. If a social impact assessment addresses 
impacts on equity and socioeconomic inequalities, this can support tackling equity and inequalities as part of HIA.  
i. Where it is most useful and applicable 
HIA and equity focussed HIA is in its current form likely to be most effective at project and local government level, 
where also most experience and expertise remains. The legal framework for HIA differs in EU Member States with 
limited application of HIA or equity focussed HIA in the context of integrated impact assessment or related measures 
applied at European level (Stahl 2010). A specific challenge is to ensure that where impact assessments are made 
under broader umbrella as part of integrated, environmental or sustainability impact assessment, health 
considerations are duly taken into account. Where a legal framework exists, it is important to ensure that health 
impact assessments, including assessment of equity, gain sufficient focus and investment as part of the impact 
assessment process (see e.g. Harris-Roxas et al 2012).  
At policy level HIA can be very easily applicable to measures, which apply directly to health or focus on specific health 
determinants, such as tobacco or alcohol, where health outcomes can be effectively assessed.However, this does not 
necessarily imply that policies would not be taken further as has been shown in the case of Finnish alcohol policies 
(Melkas 2013). 
When impact assessment processes focus also on social impacts and equity, this can help tackling equity also as part of 
HIA. From the perspective of HIAP, having access both to a comprehensive social impact assessment (SIA) as well as 
HIA could strengthen the case for equity in HIAP more than emphasis on need to focus on equity as part of HIA only.  
ii. European Union policies and support to Member States 
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European Commission has supported and developed specific guidance on health impact assessment, which also has 
equity related element in requiring to focus on distribution of health impacts15, following definition of Gothenburg 
consensus paper:  “Health impact assessment has been defined as a combination of procedures, methods and tools by 
which a policy, programme or project may be judged as to its potential effects on the health of a population, and the 
distribution of those effects within the population” (ECHP 1999).  
The challenge for the use of HIA for Health in All Policies and equity is not legitimacy of the process or availability or 
knowledge of methods to implement HIA, but rather whither and how it is used as part of integrated impact 
assessment process both at European level and within countries (Stahl 2010, Smith et al. 2010ab, Harris-Roxas et al 
2012).  While HIA practice remains stronger at local and project level it can be adjusted to respond to strategic and 
national and European level tasks.   
A further challenge and task is to enhance the scope and capacities for expertise in the area of equity focussed health 
impact assessment as well as capacities and training in the area, includingatpolicy level and the assessment of impacts 
on health systems.This requires also consideration of linkages with and between social impact assessments and health 
impact assessment as well as potential common interests and benefits from strengthening focus on both areas, in 
particular for improved consideration of equity as part of impact assessment processes at European Union policies. 
While the joint action project training and focus on HIA has provided important opportunity to Member States as part 
of the joint action, it represents rather a start than a finishing line in the area.  
b. HEALTH AND EQUITY LENS  
The use of equity lens can beused as a general perspective (see e.g. Victora et al 2003), highlighting equity and state of 
inequalities in relation to health problems.  It has also been used in the context of representing a variety of tools to 
tackle equity in public health16. The use of “lens” is frequently based on assumption that it implies a particular focus 
for assessment of other policies from health or equity “glasses”, thus analysing and screening implications of other 
policies from health or equity perspective, rather than adopting priorities or perspectives of these policies.  This also 
allows use of scenarios and combination of quantitative and qualitative methods in relation to the problem or policy 
area, which is being studied.  
The general use of health “lens” or “gaze” contrasts to the use of South Australian “health lens” approach promoted in 
the context of HIAP, which actively accommodates health priorities to those of other sectors so as to achieve win-win 
options as well as follows up the process to decision-making(Williams et al 2010). 
In practice these have different applications. In the broadest form equity lens can be understood as analysis of policies 
as if equity mattered and it can be used both as a collaborative and an independent tool for analysis of equity 
implications of policy proposals. It is, however, amenable and vulnerable to politics of definition of equity. It thus 
allows scope for broad focus for those interested in addressing equity as well as limitation of the approach on the 
basis of given understanding of equity. While “lens” analysis can in practice represent policy review or policy and legal 
analysis, these have also been taken up separately due to the current trend of promotion of more restrictive and 
formal practice in the context of South Australian health lens approach. 
                                                     
15
 See:http://ec.europa.eu/health/ph_projects/2001/monitoring/fp_monitoring_2001_a6_frep_11_en.pdf 
16
 See, for example,  http://www.uvic.ca/research/projects/elph/assets/docs/Health%20Equity%20Tools%20Inventory.pdf 
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The South Australian health lens approach follows up some practices in HIA in terms of five steps with focus on i) 
engagement with other sector, ii) gathering of evidence, iii)  generation of a final report, iv) navigation of proposals for 
recommendation and v) evaluation. However, as it adopts a more collaborative stand with an explicit starting point 
towards win-win options, the scope and focus on equity is likely to be more restricted as well as more likely to be 
adjusted to fit priorities in other sectors.  It is thus a weak means for governance and accountability, where there are 
strong conflicts of interests with a danger of leading into such “win-win” options, which undermine long-term or 
structural focus on determinants of health. On the other hand, this is expected to be associated with a stronger 
commitment to realisation of commitments made through the joint oversight and approval processes implying 
compromises on both sides. 
In terms of Health in All Policies an equity lens avenue provides means for addressing equity as equal, but separate 
part for assessing health not only in terms of how health implications are distributed, but as well in terms of how 
policies impact on equity as a separate determinant of health.  
i. Where it is most useful and applicable 
In its broader form a health or equity lens can be used to assess policies, where equity implications are challenging or 
are in conflict with other policy goals.  Equity lens can be used to highlight issues as part of implementation of policies 
as well as for policy discussions in decision-making.  It can be used also to highlight equity implications of decisions 
made within health policies or proposals to address health-related policy aims. 
The South Australian “health lens” approach is based on a strongly collaborative approach with recognition of 
necessity to achieve other policy aims and emphasis on “win-win” solutions. It is most applicable for policy 
collaboration in “like-minded” areas or where equity implications are limited or require minor policy adjustments to 
allow co-benefits for health and equity, while also achieving other policy goals. 
ii. European Union and support to Member States 
The Join Action Projects have provided means and scope for exchange and collaboration across governments on social 
determinants and reduction of health inequalities represent practices of applying health or equity lens in other policies 
(Determine, Equity Action). Health focussed lens analysis has been used in practice to assess Common Agricultural 
Policies (CAP). Studies have provided estimates on cardiovascular mortality attributable to CAP (Lloyd-Williams 2008) 
or more general assessments on public health (Birt 2007). The use of equity “lens” or “gaze” can also be used to 
include different scenarios or assessment of alternatives “if health and equity would be a priority”. The South 
Australian approach has not been utilised in practice within Europe, although some aspects, such as cooperation and 
emphasis on win-win solutions remain high on the agenda.  
c. POLICY REVIEWS FOR HEALTH AND EQUITY 
Policy reviews for health and equity can beunderstood as similar to health equity audits, impact reviews and 
assessments or parts of evidence gathering in equity lens focus. The term “review” can be used as similar to “lens” 
analysis implying a “gaze” or “overview” on where and what takes place in a policy field. However, in here it is used 
more as reference to understanding of existing practice and literature in a given policy area covering both scientific 
research and literature as well as policy documents and “grey” administrative literature.   
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If impact assessments are set to anticipate impacts of policies, which are to be implemented, the focus on policy 
reviews for health and equity is based on existing information and studies. While reviews can represent a focus on 
past knowledge, it can be a useful means to address equity as many proposed policies are not particularly new or can 
be compared with such policy approaches, which have already been tried and tested within countries or in other 
countries or regions. The focus is not thus as much in predicting outcomes in a given population, but on what we know 
about equity impacts and implications of a given policy proposal.  In contrast to health impact assessments, which 
focus on impacts of proposed policies in a given population, policy reviews can give insights on more complex 
relationships and enable articulation of health concerns in ways simple quantitative or distributional assessments can’t 
tackle through allowing to take into account historical and contextual factors and a variety of studies on the matter.  
Policy reviews are likely to be most useful for the initial take up and “argument” on relevance of HIAP to enable better 
understanding, where key issues are in a given policy area, and how different policy options relate to equity and 
health.  While policy reviews can be driven by the need to address social determinants of health as has been the case 
with respect to Marmot reviews, they can be used also with respect to more specific analysis on particular policies, 
such as nutrition, agricultural or transport policies. While a policy review may not give estimated quantified impact of 
a particular measure on health outcomes, it can be very helpful in contextualising arguments in current knowledge 
and understanding of implications of proposed policies to health and equity. 
i. Where it is most useful and applicable 
Policy reviews in the standard form are most applicable in the context of policies and areas of work, where there is 
substantial amount of research and knowledge or where research exists, but has had limited policy relevance or not 
been applied to decision-making in practice. Reviews allow to recap on research and can be important in areas where 
there are different views across sectors in making a case and argument for health and/or equity (see case studies).  
However, they are of less relevance for issues and policy changes where impacts are not direct or where there is a 
limited supply of material that can be reviewed as research tends to follow on existing impacts that have taken place, 
rather than make synthesis or analyse potential implications of new policy measures.  
ii. European Union and support to Member States  
In practice some European level assessments, such as Marmot review (WHO 2013a), could already be claimed to 
represent to some extent this focus. Reviews and assessments of Common Agricultural Policies can also be seen as 
policy reviews as well as studies made for tobacco legislation. The difference is that reviews would imply more 
assessment on the basis of existing studies and compiled on the basis of review of these.   
LEGAL AND POLICY ANALYSIS FOR EQUITY AND HEALTH 
Policy analysis for equity and health utilise methods and means of policy and legal analysis to study implications to 
equity and health and in comparison to policy reviews. In the context of health systems focus would be on universal 
access to health care and socioeconomic and geographical inequalities with respect to access to health care and 
treatment. This type of inequalities are not readily evident in analysis of health inequalities as such, although the role 
and relevance of health systems for reduction of health inequalities and improving of health outcomes has gained 
more recognition in the context of addressing of social determinants of health in comparison to traditional public 
health policies. The use of legal and policy analysis respond to the more immediate needs of policy-making and in 
particular decisions concerning new regulations at national or European level. 
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While the focus of legal analysis is on existing legislation, case law and interpretation of law, it can be combined with 
other aspects of policy analysis so as to anticipate what kind of policy changes this could imply. In addition to the 
scope of European Union law European Member States this applies to European Social Charter and commitments 
made in the context of international law, including with respect to human rights.  
Policy analysis can be done using a variety of methods, including quantitative and qualitative methods as well as 
synthesis on the basis of existing knowledge on impacts of different policies on equity within sectoral policies or 
similar policies implemented in other countries or in other sectors.  
In comparison to standard review practice the use of legal and policy analysis is not bound only to existing analysis and 
reviews and thus provides scope to assess such policy innovations, which are novel or which represent new or 
changing legislation or policy context and environment as well as allows articulation of interests and priorities of 
different actors more clearly.  
iii. Where it is most useful and applicable 
This type of analysis is most useful and applicable to decision-making in the context of national and European Union 
legislative bodies, such as national parliaments and European Parliament, which are accountable for legislative 
changes and context as it allows taking up legislative and more complex and indirect implications of changes for 
responsibilities and regulatory policy space for health and equity.  Legal and policy analysis is best applicable to new 
legislative and regulatory proposals with impacts on how governments can regulate or address particular problem, to 
learn lessons from other policy areas or compile synthesis on the basis of current understanding. However, while it is 
useful in providing insight for decision-making and democratic accountability of decision-makers, it is less helpful in 
guiding or incentivising for action as part of implementation or in providing guidance for local level policy-makers to 
act on a particular issue.  On example of legal policy analysis is the recent ENVI study on legal implications of the 
proposed US-EU trade agreement (Gerstetter et al. 2013). 
iv. European Union and support to Member States  
It is in the interest of both European and national level policy-makers to fully understand implications of proposed 
measures and legislation, especially when this involves legally binding agreements with consequences to national and 
local governments.  European Union has a major role for the legislative framework of most of its Member States with 
the necessity to ensure that what is implemented is supportive to those obligations, such as health financing, which 
remain a competence of Member States.  
d. HEALTH EQUITY AUDIT 
Health Equity audit (http://www.healthinequalities.eu/HEALTHEQUITY/EN/tools/health_equity_audit/).  Health equity 
audit reviews inequities in health for a defined population, takes forward agreed actions to reduce those inequities 
and monitors the impact of the interventions.  It is set to tackle equity in the context of proportionate universalism 
ensuring that planning and implementation of health policies takes in to account health needs or different 
populations. It is a resource which can be used to enhance achieving existing political and policy commitments in 
practice.  
The scope for using Health Equity audits for Health in All Policies provides particular scope for learning and exchange 
for Ministries of Health and Social Affairs and local governments across European Member States as well as for the 
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work of European Commission in the field of health. In terms of Health in All Policies it can be an important means 
forunderstanding, communicating and contextualising health inequalities concerns to other sectors through their 
identification for the purpose of the latter aim of Health in All Policies. It can thus be seen as part of capacity building 
for Health in All Policies, in particular at local level of governance and in relation to decentralisation of services 
provision.  
Another avenue for Health in All Policies is to focus on social determinants of health and broader practices of equity 
audits across different policies and sectors, including health equity audit within the health sector and input into other 
policy areas for health-relevant services and measures.  
i. Where it is most useful and applicable 
Health Equity Audit is most applicable as part of implementation and follow up how commitments made are then 
realised as part of actual policies rather than as aid and support to decision-making or analysis of new policies to be 
implemented. While the focus on Health Equity Audits has so far been strongly within health sector, it is likely to have 
scope for application in particular as part of local and regional level work and governance on health.  
ii. European Union policies and support to Member States 
Health equity audits can be used for ensuring stronger capacities and focus on reduction of health inequalities within 
health services development. Further exploration in terms of utility and scope in different European Union Member 
State contexts could be utilised. Consideration should be made whither further focus could be utilised in the context of 
such European Union exercises as open method of coordination, emphasising learning from best practices from health 
equity audits. It can be adjusted to be applied also to European Commission work on health in particular as this relates 
to health measures in the context of structural funds. Equity Action experiences from Health equity audit at European 
level will be important in assessing further applicability of the tool to European Union policies.  
5. APPLYING HIAP IN THE CONTEXT OF POLITICAL DECISION-MAKING PROCESS 
The role of political decision-making as part of Health in All Policies has often been implied, rather than applied. 
Furthermore, it is often assumed that a government acts as “one” with an implicit assumption of a whole-of-
government approach. However, in the age of governance by political coalitions and increasing political 
fragmentation, this may no longer be merely assumed. While strong position of HIAP on the government policy 
agenda is likely to be supportive to the agenda, the role of parliaments and parliamentary committees should not be 
ignored. This is due to three reasons: 
1) Parliamentary issue-based committees can have an important role as part of scrutiny and accountability of 
decision-making in complex areas and also other work in interdepartmental committees and processes 
benefits from broader political support  
2) Health has a strong citizen support and usually benefits from openness and transparency 
3) Political bi-partisan structures and tools can also enable a longer time-perspective for Health in All Policies as 
well as in ensure broader support and oversight especially in coalition governments or geographically defined 
governance and representation.   
The potential for utilising HIAP more as part of political decision-making and processes is usually based on five types of 
functions: 
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1) establishment of permanent parliamentary review committees and processes under which new or existing 
policies are analysed in detail with respect to implications for equity and health, health and social affairs or 
more specifically on health in other policies  
2) requiring a more detailed and structured reporton how health and equity concerns have been addressed as 
part of legislative process for key sectors, policies or processes of concern,  
3) establishing hearings and consultations with focus on how health and equity are affected, 
4) appointing formal inquiry or analysisto examine a particular issue as a common concern,  
5) establishing practice of follow up, reporting and reviews on tackling of and state of level of health 
inequalities and equity.  
These can be seen as separate options, but they can also be seen as part of broader assessment process, where 
proposals from other policy areas could become subject to review analysis and potential new legislation become 
subject to approval and review by health committee.  While many parliaments have specific committees for health, 
these may not routinely address equity-related matters. In some countries equity implications may become scrutinised 
more as part of social policy focussed committees. A query or initial report on the state of affairs can be required for 
keeping the issue on the agenda.  
Indeed the one and perhaps clearest example of the use of parliamentary committees with relevance to equity and 
HIAP, has been described in relation to measures to tackle inequalities in health in United Kingdom (Earwicker 2012), 
which suggests that there could be more scope for considering a more active role for Parliaments in governance and 
accountability for equity in the context of health in all policies. 
a. Relevance to European Union and Member States 
There is a variety of options and potential for including Health in All Policies and equity more strongly as part of 
European Parliament and the work of the Council of European Union (the Council) as well as within parliamentary 
processes and practice in European Union Member States. Council conclusions in the area provide European-wide 
legitimacy and context for addressing health inequalities, but their follow up has been limited.  
The role of the European Parliament has become more important as part of European Union governance with scope 
and potential for further role for utilisation of HIAP as part of decision-making for health in particular, when decisions 
relate to policy decisions with potential long-term implications for health and health systems functioning.  
6. ISSUE-BASED ACTION: POTENTIAL FOR HIAP UNDER A CHALLENGING POLICY 
CONTEXT 
If there are value-based or political limits on how equity can be addressed in a particular policy context, focus on 
actual sectors and policies where HIAP is applied can bear crucial relevance for the aims of the process. In other words, 
if equity or addressing health inequalities is unlikely to be on the policy agenda, there remains still scope to address 
those policies, which matter for equity in practice. Furthermore, European Union Member States and governments 
have made international commitments with respect to particular policy areas and aims, legitimating further action on 
the basis of these commitments.  
Strategic thinking on where public policies can make difference for health and where they make crucial difference to 
reduction of inequalities and promotion of equity is thus important. European review on social determinants of health 
had a particular focus on housing, early life years and employment (WHO 2013a). While tackling gradient in 
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inequalities is important and inherent as part of focus on social determinants of health, there can be such population 
groups, which demand for further or more immediate attention due to complexity or graveness of their situation, such 
as Roma in Europe. Furthermore, social determinants have relevance also for health protection and communicable 
diseases. ECDC technical paper on infectious diseases, financial crisis and social determinants of health has scope and 
challenges for both vulnerable groups and population at large (ECDC 2012). 
It is known that focus on diet, nutrition and tackling noncommunicable diseases can provide substantial avenues to 
address health inequalities and social determinants of health. Alcohol and tobacco consumption are socially 
distributed. This implies that consumption taxes are both regressive as well as effective terms of health gains. Water 
and sanitation as well as housing conditions matter also for the control of communicable diseases. 
The necessity to address social determinants of health has been recognised in the context of health systems and 
financial and economic crises. A particular concern with respect to health systems is the extent to which user cost-
sharing can either create barriers to access or lead to poverty. A matter addressed more broadly in the context of 
WHO report on financing of health care and the United Nations process and resolution on universal access (WHO 
2010, UN 2012). Furthermore, in terms of health inequalities, it is not sufficient to focus only on austerity measures, 
but as well and perhaps even more on how and on what basis economic growth is sought.  
This paper will take up three case studies and examples of measures with respect to three emerging aspects in the 
context of these analyses, with focus on i) children and social policies, ii) non-communicable diseases, and iii) universal 
access and equity in health systems.  
a. Children and social policies 
European Union review on social determinants of health highlighted the importance of focus on early life-years and 
children (WHO 2013a). European Union Member States have made commitments as part of the Convention on the 
rights of the child. Protection of the rights of the child is also recognised in Lisbon Treaty Article 317, which states: 
“The Union shall combat social exclusion and discrimination, and shall promote social justice and protection, equality 
between women and men, solidarity between generations and protection of the rights of the child” 
European Commission has also established guidelines for the promotion and protection of the rights of the Child18. 
European Commission has in consideration of this, provided for a recommendation on investing in children and 
breaking the cycle of disadvantage (European Commission 2013). These recommendations include emphasis on 
proportional universalism as well as for member states to: 
“Develop regular and systematic links between policy areas of high relevance to the social inclusion of children and 
strengthen synergies between key players, particularly in the fields of education, employment, health, equality and 
children’srights“ 
Anotheraspect of the broader context is the prevention of child maltreatment (Reading et al 2009). Child 
maltreatment is associated with inequalities and on the basis of recent WHO report remains high within European 
region and has been underestimated in practice (Sethi et al 2013). 
                                                     
17
 See e.g. http://www.ecswe.org/downloads/publications/QOC-V3/Chapter-8.pdf 
18
 See:http://www.consilium.europa.eu/uedocs/cmsUpload/16031.07.pdf 
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The focus on children is an example of a potential issue-based focus for HIAP as identified through the European 
regional review on social determinants (WHO 2013a). A broader agreement on action for children should be gained 
relatively easily as bi-partisan focus as well as in relation to European Union policies due to broader commitments with 
respect to Convention on the rights of the child. Furthermore, as follow up of the Convention, many countries are 
likely to have established own mechanisms for follow up. In the case of children it is necessary also to consider 
supporting and complementing efforts made, bringing health-related insights, analysis and evidence in support of 
existing policy initiatives and measures in other fields or common action. It is also a relatively neutral ground for action 
with a likely long-term impact on health and capacities to stay healthy. 
The focus on children is also a good example for potential focus and context for alliances and collaborative action. The 
focus on early childhood and child health has repercussions for gender and ways in which work and family-life can be 
combined. There is legitimacy for European action as well as evidence as result of reviews on social determinants of 
health and focus on child poverty more broadly (WHO 2013, Mercier et al 2013). The NEWS comparative analysis on 
social determinants of health has concluded that increased generosity in family policies that support dual-earner 
families is linked with lower infant mortality rates, whereas the generosity in family policies that support more 
traditional families with gainfully employed men and homemaking women is not (Lundberg et al 2008). This also 
supports the emphasis on capitalizing, where possible, on existing synergies in different policy areas as part of HIAP. 
While health systems distribute and redistribute resources, the necessity for cooperation across health and social 
sectors has become reflected in calls for more integrated care and focus on health and well-being. In this respect close 
cooperation with social policy sector can be crucially important both for addressing gradient as well as in ensuring that 
those in the most vulnerable position are will have relevant support. This applies as well to the ways in which support 
and aid for disability is organised within societies, recognizing close connection between chronic illnesses and 
disabilities, including mental health problems. On the other hand, it is necessary to note, that full integration of health 
and social services or policy aims may be problematic if this combines health and social services budgets. This is due to 
the fact that it may lead to under-resourcing of social services, unless due care is taken to avoid that costs from often 
more unavoidable health-related costs and measures do not fall under a common budget.   
The linkages between broader social policies, redistribution and health are particularly important to any measures for 
social determinants of health. However, analysis and results that can be drawn at policy level and from 
macroeconomic changes are likely to remain weaker than with respect to more individual based studies and trials.This 
could imply a necessity to complement epidemiological evidence with analysis on legal, political and broader policy-
based analysis for adequate assessment of particular policies.  
b. Tackling non-communicable diseases, tobacco, alcohol and nutrition 
The global agenda on non-communicable diseases has traditionally had a strong relationship with social determinants 
of health and intersectoral action due to the fact that many risk factors and exposures to illness have a social 
distribution within populations (see e.g. DiCesare et al. 2013) . Tobacco and alcohol use have in many countries strong 
social distribution and the same often applies to obesity.  While the relevance of tobacco and alcohol for health 
inequalities may vary by country, in some countries, such as Finland and Denmark, research implies a major role of 
these for reduction of health inequalities in practice.  WHO work on equity, social determinants and public health 
programmes emphasises the importance of analysing the socioeconomic context and position within society where 
these emerge, the differential exposure of socioeconomic groups, differential vulnerability, differential individual 
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health outcomes and differential consequences for individuals that relate to socioeconomic background (Blas and 
Kurup 2010).  
A number of noncommunicable diseases and conditions vary according to different population groups and 
socioeconomic status. This implies that the ways in which treatment and prevention is applied, has implications to 
health inequalities.  In general measures, which focus on individual level health education, choice and incentives, are 
more likely to worsen health inequalities than broader public policy measures. This applies in particular, to so called 
“life-style” changes, where higher income groups have taken up “healthy” lifestyles and practices faster or where 
lower income groups may not have been able to exercise “healthy choices”. The importance of the latter has been 
discussed in particular with respect to nutrition policies and recognised also in the context of Vienna European 
Declaration on Diet and Nutrition in 2013, which also explicitly takes up HIAP as one of the means to address  issues as 
these relate to diet and nutrition (WHO 2013e). 
Non-communicable diseases are an example of focus, where European and Member State action can also benefit from 
broader global and regional commitments in the area. These have been supportive to preventive action, addressing 
equity and focus on broad public measures. Broad public policy measures for tobacco and alcohol control, such as 
policies affecting pricing, have been shown to affect more consumption in lower income groups and in the end 
resulting in beneficial impacts as this relates to health inequalities (see e.g. Hill et al 2013,Lorenc et al 2013; Babor et 
al. 2008, Di Cesare et al 2013). They are also focus of European-wide research programmes, such as DEMETRIQ19. 
Similar focus and analysis can be made with respect to nutrition and obesity (Di Cesare et al 2013). Further association 
has been found with fat governments suggesting that the more generous transfer payments are in health and 
education policy, the lower is the increase of obesity prevalence (Vis and Hylands 2012).   
The ways in which non-communicable diseases are tackled has implications for health inequalities. If European Union 
Member States and the European Commission are to address equity, while seeking to control non-communicable 
diseases, this is likely to require a further focus on HIAP, fiscal and regulatory public policy measures.Furthermore, the 
major role of multinational corporate lobbying needs to become tackled at national or international level and it is 
particularly strong in the field of non-communicable diseases. 
Non-communicable diseases do represent a particular case for issue-based action with a substantial scope for progress 
with existing European networks and links. On the other hand, they also represent a policy area, where health-related 
priorities for policy changes are often contrasted with major economic interests of the respective industries. The 
challenge for action is to what extent more effective strategies and scope for regulation are compromised by lobbying 
strategies of international industries emphasising individual voluntary choice with four identified lobbying strategies 
with focus on i) influencing research and finding, ii) influencing policy-makers and decision-makers through 
normalisation of partnership and corporate engagement, iii)general anti-red tape and anti-regulation lobbying, and iv) 
lobby to influence populations views and opinions as this relates to public health measures and regulation for public 
health (Moodie et al. 2013) (Table 5) 
This context has relevance not only onhow equity is addressed as part of HIAP, but as well how HIAP is implemented as 
this is likely to affect how and on what basis measures can be taken further. If fiscal and regulatory approaches are 
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important for more “equitable” approaches to control through public policies, then the ways in which engagement 
with industry is understood in HIAP can either hinder or enhance the scope of this in practice.  While it would be in the 
interest of major industries to require and expect early and full participation for the definition and implementation of 
public health strategies seeking to control and limit the use of products of these industries, it is necessary to note that 
this is not required by HIAP.  
Furthermore, there are reasons to expect that some of the more general impact assessment procedures within 
European Union Member States in the context of measures concerning better regulation may not be fully compatible 
with commitments made as part of FCTC convention, whose Article 5.3. guidance for implementation states explicitly 
that:“parties should interact with the tobacco industry only when and to the extent strictly necessary to enable them 
to effectively regulate the tobacco industry and tobacco products”. Furthermore, there is evidence on engagement of 
tobacco industry to the shaping of integrated impact assessment processes within the European Union (Smith et al 
2010ab).  
Finally, the policy space for regulatory approaches in the field of public policies is affected by other policies, in 
particular, industrial, trade and investment policies decided and undertaken not only in the context of different 
policies, but also at different level of governance. The Australia plain packaging case is an example of how national 
policies can be challenged by multinational industries through trade and investment agreements (Gleeson and Friel 
2013, Koivusalo et al 2013). Regulatory chill impact has been associated especially with respect to investment-state-
arbitration mechanisms due to potential to claim compensation, but is applicable also to interpretation of 
precautionary principle, negotiations on regulatory cooperation and on technical barriers to trade. This implies that 
improved exchange and focus can be important for individual governments challenged multinational industry interests 
so as to understand and be able to make explicit how broader regulatory approaches proposed by commercial policies 
contribute to health and equity.  
A particular challenge in the context of European policies and HIAP is to ensure that sufficient policy space for health is 
maintained as part of bilateral and multilateral trade negotiations so as to allow more equity focussed public policies 
for tackling non-communicable diseases both at national and regional level.    
c. Universal access and equity in health systems  
The role of health systems for equity in health has not been at the forefront of policy discussions concerning health 
promotion, which has had its focus more on population health, public health measures and determinants of health. 
However, the role of health systems has become more important as part of discussions and focus on social 
determinants of health and health inequalities.The potential role of health systems can be disentangled intothree 
dimensions:  
i) Health systems impact on poverty and inequalities.  This covers the role of health systemsas mechanisms for 
distribution and redistribution of resources, how health systems are financed and whither those ill are 
required to pay more than those healthy. Future of European health systems does not only require focus 
on innovation, but also capacity to evaluate and address clinical benefits and costs of new and innovative 
treatments and services so as to ensure wise and sustainable use of public resources.    
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ii) Inverse law of care – proportional universalism in ensuring universal access for all.  Health inequalities are 
affected whither or how health systems address inverse rule of care.Lack of access to health care or 
treatment, including geographical inequalities in access to care contribute to health inequalities. The role 
of health systems is thus reflected on how care within national health system varies on the basis of 
socioeconomic status, gender or other population group or geographical area and to what extent health 
systems have mechanisms to reach out and operate on the basis of proportionate universalism to 
addressequity. 
 
iii) Capacity of health systems to address population health and social determinants of health. How 
organisation and structure of national health systems relates to broader determinants of health, 
organisation of health care and public health policies. WHO data indicates that public health forms only a 
minor part of overall spending on health (REF). A long-term concern is to ensure adequate support to the 
institutional basis for follow up, surveillance and analysis in the context of national public health institutes. 
Finally, the role of primary health care remains crucial for sustainability of financing of health systems.  
Internationally, a major focus on health systems has been on health services financing and access to health services. 
These have been reflected in the WHO Health report on financing of health systems in 201020 and the United Nations 
resolution on universal coverage in 201221.  Tallinn Charter on Health Systems for Health and Wealth makes explicit 
reference to the fact that health in all policies belongs to health system requirements22 and emphasised equity and 
universal access, for example in commitments made as part of Articles 9 and 1023: 
9. All the Member State of the WHO European Region share the common value of the highest attainable standard 
of health as a fundamental human right; as such, each country shall strive to enhance the performance of its 
health systems to achieve the goal of improved health on an equitable basis, addressing particular health 
needs related to gender, age, ethnicity and income. 
10. Each country shall also seek to contribute to social well-being and cohesiveness by ensuring that its health 
system:  
Distributes the burden of funding fairly according to people’s ability to pay so that individuals and 
families do not become impoverished as a consequence of ill-health or use of health services; and Is 
responsive to people’s needs and preferences, treating them with dignity and respect when they come 
in contact with the system. 
In the European Union, commitments with respect to access to health care have been made as part of human rights 
and, in particular, as part of European Social Charter and Convention on the Rights of the Child and further 
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 WHO report available from: http://www.who.int/whr/2010/en/, WHA resolution available 
from:http://apps.who.int/gb/ebwha/pdf_files/WHA64/A64_R9-en.pdf , latest World Health report on research for universal 
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United Nations resolution available from: 
http://www.un.org/ga/search/view_doc.asp?symbol=A/67/L.36&referer=http://www.un.org/en/ga/info/draft/index.shtml&Lang
=E 
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Preambular paragraph two emphasises that: “Within the political and institutional framework of each country, a health system is 
the ensemble of all public and private organizations, institutions and resources mandated to improve, maintain or restore health. 
Health systems encompass both personal and population services, as well as activities to influence the policies and actions of 
other sectors to address the social, environmental and economic determinants of health.”  
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 Available from:http://www.euro.who.int/__data/assets/pdf_file/0008/88613/E91438.pdf 
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strengthened as result of inclusion of recognition of these as part of the Lisbon Treaty24. European Member States 
have further emphasised values and common principles as part of Council Conclusions and statement on common 
values and principles in European Union health systems25: 
“The overarching values of universality, access to good quality care, equity, and solidarity have been widely accepted in 
the work of the different EU institutions. Together they constitute a set of values that are shared across Europe. 
Universality means that no-one is barred access to health care; solidarity is closely linked to the financial arrangement 
of our national health systems and the need to ensure accessibility to all; equity relates to equal access according to 
need, regardless of ethnicity, gender, age, social status or ability to pay. EU health systems also aim to reduce the gap 
in health inequalities, which is a concern of EU Member States; closely linked to this is the work in the MemberStates' 
systems on the prevention of illness and disease by inter alia the promotion of healthy lifestyles”. 
The concern with health systems is not as much an issue of lack of recognition, but rather the ways in which action is 
taken both in the context of European Member States and European Union. In the context of national health systems 
main concerns remain with i) distributional impacts of health system financing, ii) impacts of austerity policies upon 
health systems, and iii) relationship between health systems and regulatory framework for commercial, trade and 
investment policies.  
Health systems distribute and redistribute financial resources. At best they have a redistributive impact in terms of 
cross-subsidising across rich and poor populations as well as across those healthy and those with conditions and 
illnesses requiring treatment and care. At worst health care costs can drive people into poverty or lack of access as has 
been the case in middle- and low-income countries (WHO 2010).    
European Union Member States have commitments with respect to universal access and emphasis on equity has been 
emphasised also as the “solidarity” principle as part of recognition of common values within European health systems. 
However, in practice many governments have imposed policies and changes to health systems financing, which may 
not follow this basis, but can shift a further financing burden to those ill through measures, such as user charges or 
cost-sharing or through structural factors in financing of social security and health systems either at national, regional 
or local level. 
7. ADDRESSING AUSTERITY MEASURESIN THE CONTEXT OF EQUITY AND HEALTH 
INEQUALITIES 
The challenge for European Union policies is to ensure that the financial crisis that has turned to economic crisis in 
many of its Member States does not become a social and health crisis as result of austerity measures and policies that 
have been imposed so as to respond to the crisis. A High-level committee on austerity has taken up on lessons learned 
from health systems and austerity policies under the auspices of World Health Organization26 (Table 2). Impacts from 
austerity measures have been reported already from several countries (see e.g. Leguido-Quigley et al 2013, Mladovski 
et al. 2012 ,Karanikolou et al. 2010, Stuckler et al. 2009). Reports on population health indicating rise in child mortality 
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 Available from:http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2006:146:0001:0003:EN:PDF 
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have been brought up from Greece as well as spending reductions health prevention that would have helped to 
reduce spending later (Kentikenelis et al. 2011;Ifanti et al 2013). Further attention has been drawn to the necessity to 
maintain infectious disease control on the agenda as economic crisis has disproportionally impacted vulnerable groups 
in society (Semenza et al.  2011) While evidence on impacts of austerity on health is emerging, it is important that 
efforts are not geared only on documenting impacts of austerity, but will tackle the challenge of rising inequalities in 
the aftermath of crisis. 
The experiences from the economic crisis in Nordic countries in the early 1990s was that it was not only direct impacts 
of the economic crisis and austerity, which mattered, but in particular, how and on what basis economic growth is 
sought in the aftermath of the economic crisis will influence socioeconomic and geographical inequalities (Kiander 
2010).Recent data for Finnish health inequalities confirms the contribution of increasing social inequalities to health 
inequalities (Aittomäki et al. 2013).Economic growth may also be sought from the health services provision as means 
to enhance “services economy” and choice with further implications to equity in health systems (Tritter et al 2009). 
The key is thus not only the immediate impact of crisis and how savings are made in public budgets, but also on what 
kind of policies are sought for growth. The challenge remains to take into account of the longer impacts of social shade 
of economic crisis and austerity measures after economic recovery. 
The triple burden of austerity for health consists of: 
i) impacts of economic policies on health and social determinants of health, i.e. capacities to stay 
healthy at population level as result of impacts on socioeconomic inequalities, impacts on 
unemployment and steepening of income gradient.  
ii) impacts on health systems financing and budgetary allocations for health with consequent needs for 
cuts in services and spending. As result of difficulties to cut spending on hospital costs, cuts can affect 
proportionally more local services, primary health care, public health and health promotion or services 
provided for more vulnerable groups worsening scope to address social determinants of health and 
health determinants, and 
iii) austerity “scramble” of policies with impacts from reforms sought resulting in increasing costs of care 
(e.g. commercialisation, out-sourcing and fragmentation of services), increasing inequalities in access 
(e.g. introduction of choice, geographical inequalities, user cost-sharing and top up fees, excluding 
groups (e.g. immigrants) from access to care) and lack of balance between public health and health 
promotion towards securing access to care and treatments (e.g. increasing spending on more 
individualised high technology care).  
The direct impacts of austerity can be tackled through focus on balancing actions through public policies. However, 
austerity measures can also result in shifting of burden of costs towards local or regional governments and services or 
mechanisms for cross-subsidisation of health-related spending across richer and poorer regions within societies. It is 
known that inequalities in access can further vary geographically even when a national health insurance system seeks 
to minimize financial barriers to care (Gusmano et al. 2013). This is likely to require active focus on ensuring universal 
access. At European level this applies both to countries and regions and balancing mechanisms can be sought on the 
basis of geographical areas, as is done through structural funds27, or through support for particular vulnerable 
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population groups. Austerity-related policies can be extensive and have been discussed in the context of violation of 
human rights and housing in United Kingdom28 and social charter and rights to social security in Greece29.   
There are some indications that austerity measures in the aftermath of the economic crisis could be more important 
than economic crisis itself in enhancing inequalities in countries, where welfare states function well, such as in Nordic 
countries during early 1990s crisis. Furthermore, it is likely that in countries with less extensive welfare state capacities 
and higher income inequalities during the crisis, the impacts could be more severe also in the aftermath of the crisis 
depending on the set of austerity measures that are implemented. While some measures are likely to result from 
political choices, governments can also make mistakes on the basis of false assumptions of introduced measures on 
the basis of solely economic considerations and assumptions. It is the latter group that will have potential for change 
as well as scope for further learning across countries. For example, imposition of user charges is often done on the 
basis of too high assumed potential to generate additional income as well as too little consideration in terms of their 
impacts on equity in access and distributional impacts of health care financing.Furthermore, crisis-related reductions 
on spending on prevention-related work, including on drugs, can then become reflected in much higher costs as result 
of an epidemic, as has been discussed in relation to increase in HIV cases in Greece (Karanikolos et al 2013, Malliori et 
al 2013). Another aspect of similar measures is the exclusion of illegal immigrants from care, which can further worsen 
the situation and impact more broadly on health of the population  (Gallo et al. 2013). 
Increasing drifts and inequalities as result of austerity policies have been reported, last on the 2012Eurofund survey on 
quality of life pointing out that (Eurofound 2012, p. 147)30: 
“The distribution of opportunities and resources, as well as living conditions, differs systematically between social 
groups in all Member States. People with lower incomes are not only more likely to have experienced negative financial 
consequences in the previous 12 months and to report more difficulties in making ends meet, but they report more 
problems with work–life balance, poorer health and more problems with access to, and quality of, health services. 
People with lower incomes appear to have been affected relatively badly by the economic downturn and experience 
reduced satisfaction with family life and lower levels of satisfaction with health and happiness than they did in 2007” 
European semester process provides one context for extending HIAP on new economic and fiscal policy coordination 
within the European Union. Ensuring that European Union Member States, responsible for financing of health systems 
and social protection, have adequate means, guidance and mechanisms, to ensure that requirements for health 
systems and social security are adequately met as part of this process would provide longer-term benefits as well as 
ensuring that proposed policy reforms for public services are in line with commitments made with respect to universal 
access to health services, equity and reduction of health inequalities.  While necessity to tackle unemployment and 
social impacts of crisis have been raised as one of main messages as part of European Commissions’ annual growth 
survey for 201431, capacities of Member States and European Commission to address population health, social 
determinants of health and health systems –related issues in this context remains a challenge for HIAP in practice.  
8. EQUITY AND HIAP: NEEDS AND POTENTIAL 
                                                     
28
http://welfarenewsservice.com/united-nations-press-release-uk-housing-bedroom-tax/ 
29
http://www.coe.int/T/DGHL/Monitoring/SocialCharter/NewsCOEPortal/CC76-80Merits_en.asp 
30
http://www.eurofound.europa.eu/pubdocs/2012/64/en/1/EF1264EN.pdf 
31
 
28 of 38 Discussion document: Health in All Policies and Equity Realising the Challenge  
  www.health-inequalities 
The needs and potential for equity and HIAP in European Union can be put under three main headlines.  
1. Establishing practice and capacities for HIAP 
The institutionalisation of health impact assessment processes remains weak and in many countries the professional 
basis on which it relies is limited or to a large extent lacking as it relates to public health or health policy. The same 
applies to training and sustainability oflong-term capacity building and data gathering for HIAP.  We have 
substantial epidemiological research on impacts on outcomes in health, but very little that would focus on policies for 
the practice of HIAP. HIAP can and needs to be seen as a social innovation of the 21st century and this requires 
investing on capacities within national health institutions and supporting training for practice of HIAP on the basis of 
multidisciplinary studies. It requires not only skills in epidemiological studies, but combination and synthesis of these 
with existing capacities in economics, evaluation, policy, politics and communication, which is not currently available 
within European universities. This has been recognised also in a call for studies adopting individual policy approach in 
analysis of population health (Pega et al 2013). Equity action project provided an important initial step, but its benefits 
and networks are likely to fade unless further focus is put on scope on support to institutionalisation of knowledge 
resources for HIAP within Europe. 
There is a number of tools, guidance and materials for tackling equity in HIAP.  The greatest challenge is not lack of 
availability of tools or guidance as such, but the extent to which these are applied to proposed policies in practice and 
the extent to which governments have sufficient human resources to actually utilise these resources in practice. The 
danger is that after initial focus, enthusiasm and efforts to track developments in the field fade as the focus is shifted 
to other issues both at national and European level. One of the lessons from the Helsinki WHO conference on Health 
Promotion in 2013 was that HIAP requires a critical mass and basis of expertise, exchange and examples to become a 
practice.   
A further challenge is how governments should address results and analysis of these assessments, in other words, 
whither tools and mechanisms guide political decision-making and accountability or whither these exists as a formality 
or “tick-in-a-box” process with little or no political relevance or relationship to decision-making in practice.  In this 
respect the broad role of HIAP and engagement with political process and decision-making is important and requires 
particular institutionalisation, focus and strengthening, including as part of European Parliament work and functions. 
This remains still a more limited focus on HIA and HIAP practice, even though it can improve trust of citizens and 
accountability of policy-makers for decisions they make. 
Finally, in the light of the evidence a further focus is needed on how European policies fit with the proposals made by 
the Council conclusions with a review on key policies for equity and inequalities as a European-level task for future 
guidance consisting of the given sectors and policies or including also new policies for analysis at European Union 
level.  
2. Utilising fully the scope for equity focussed HIAP through effective issue-based action 
There is substantial scope in taking HIAP further through effective issue-based action. As discussed before, there are 
potential areas for focus could be children or action on non-communicable diseases, including with respect to obesity, 
tobacco and alcohol. Childhood has crucial importance for health in later and is legitimated by strong commitments on 
the matter both within member states as well as within the European Union. There is also substantial evidence on 
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social distribution of obesity and tobacco and alcohol consumption as well as how measures to address these affect 
equity and social inequalities. 
Issue-based action offer a means for further focus on both social determinants and HIAP, however, it is not 
replacement for HIAP otherwise.  Furthermore, focus on too narrow basis of particular conditions or individual risk 
factors can lead towards false sense of action in tackling the “little” wheels, while “larger” ones remain intact. This was 
recently emphasised in the Scottish review on fundamental causes of health inequalities, which concluded that32: 
“Evidence that all‐cause socioeconomic inequalities in mortality persist despite reductions for some specific causes, and 
that inequalities are greater with increasing preventability, suggests that focussing on reducing individual risk and 
increasing individual assets will ultimately be fruitless in reducing inequalities and may even increase them.” 
In this respect it is necessary to understand both strengths and weaknesses for issue-based action on HIAP.  While 
issue-based action can be an important avenue for action, in particular, when other avenues are not possible, one off 
issue-based action can never be a comprehensive solution for addressing all inequalities and its success is conditional 
to the ways in which inequalities are tackled as part of issue-based action and on whither the issue has relevance of 
social determinants of health.   
3. Effective tackling of austerity challenges 
A simple guidance in the context of HIAP in the context of health systems is that i) population-based measures on 
prevention and health promotion are likely to contribute more to equity thanthan voluntary and individualised 
approaches, ii) health systems which cross-subsidise across populations and risks have more scope to enhance equity 
across people and areas than one based on more individualised financing, and iii) austerity measures and growth 
oriented policies should not compromise or undermine commitments to universal access and equity through 
introduction or enhancing of inequitable user cost-sharing or cost-escalating commercialisation and reforms. The 
challenge is thus not only pressure to reduce costs, but as well how and on what basis this is sought. 
Ensuring equity is an active, not a passive process and will require oversight and measures both within health sector as 
well as in the context of other policies. It is also a European issue and a societal issue, which can’t be left to the 
individuals and nongovernmental organisations only. While there has been emphasis on establishment of Office of 
Health Responsibility with a task of scrutinising all policies in relation to their impacts of health, this should be part of 
considerations on governance for Health in All Policies33. A particular challenge is to ensure that while seeking policies 
which enhance growth, European Union and its Member States do not result in policies which undermine equity and 
increase health inequalities. This sets a high aim also for the European Semester and how health is addressed as part 
of this process. 
Health systems distribute and redistribute resources. Desperate patients may be pushed to make choices, which they 
should not be bound to make so as to maintain hope. While European Union Member States have made commitments 
with respect to common values and health systems, there is a danger that austerity measures combined with 
emphasis on growth will push health systems towards more inequitable forms of financing and access to health care.  
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Concern over financing and investment on health systems was also reflected in the call for action emphasising 
investment in inclusive health systems for sustainable growth in Vilnus34.  
In this respect it is necessary that emerging stronger European Union involvement with health systems has a strong 
emphasis on equity, universal access and strengthening of public health functions and that positive contribution 
towards these three aims is required as a cross-cutting aspect from all European actions in the area of health systems. 
While the WHO and Observatory for Health systems and policy has brought up a new web-resource addressing 
impacts of financial crisis on health system financing, it is clear that there is a necessity to further35. OECD (2013) 
report findings suggest that health systems have faced substantial hits in their financing, according to the OECD 
spending per capita fell in 11 of 33 OECD countries between 2009 and 2011, notably by 11.1% in Greece and 6.6% in 
Ireland and many countries as well as noted negative impacts from user cost-sharing in some OECD countries (OECD 
2013).  
Council of European Union has further welcomed commission recommendations on investing children and drawn 
focus on social investment and protection, with potential synergies with focus on social determinants of health and 
Health in All Policies, including on the scope of making social concerns more heard as part of crucial economic policy 
decisions, for example, in that:36 
“As part of current reflections on the role of social protection, including the role of social investment, in the European 
Union, further consideration is needed on how to make the system of governance more effective within the current 
frameworks and processes, to strengthen the role of the EPSCO Council, ensure involvement of stakeholders, and 
improve reporting in the social policy area at national and EU level. 
Given the scale and scope of recent changes in economic and fiscal governance as well as the developments in the 
employment and social situation, there is a need for EU institutions and Member States to ensure that social 
investment approaches are considered in the current discussion on the social dimension of the Economic and Monetary 
Union.”  
While it is important to gain information on impacts of austerity upon health outcomes, there is a common moral 
obligation not to wait until unequivocal “evidence” on deaths and increasing mortality and morbidity is available, 
when  health should be considered as part of policies, rather than as an afterthought.  In this respect it is important to 
be able to work together so as to assess and build up more socially equitable policies in the context of European Union 
policies seeking to gain economic growth shifting from austerity Europe towards a social Europe.  
4. Governance and critical mass for addressing HIAP within Europe 
While European cooperation and coordination has become strengthened as part of economic policies and in 
particular, European semester, this has not been accompanied by improved mechanisms to address health and social 
determinants of health as part of European Union policies or capacities to address how these relate to health and 
health system needs within Member States. This is the case not only with respect to health inequalities, but as well in 
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relation equity and universal coverage in health systems, maintaining high level of health protection in all policies and 
enhancing population health. While not only equity in HIAP, but HIAP as such, remains a challenge for European 
governance, the current changes in European governance can also be seen as a basis for articulation of strengthening 
and improved capacities in HIAP.  
The politics stream of incoming European elections provide also scope to proceed in the area as well as to make clear 
that European Union is not merely an unaccountable bailout mechanism for banks and shopping forum for corporate 
friendly regulation or a futile bureaucracy for the consumption of tax payers money in Member States, but seeks to 
address, improve accountability and tackle issues of relevance and importance of European citizens and commitments 
in the context of a social Europe. It is in this context that a window of opportunity to strengthen the role of HIAP 
within European Union and member states is open.  (Figure 2, from Ollila et al 2013) 
Figure 2. Window for opportunity and shaping of long-term policy-making 
 
 
9. CONCLUSIONS AND AGENDA FOR ACTION 
While European Union and its Member States have boldly taken up both the agenda on tackling social determinants of 
health as well as addressing equity and Health in All Policies, there is no scope for complacency. The joint action 
“Equity action” is more a beginning than an end for activities, which require strengthening as well as building further 
potential for European wide action.However, drawing from the four main needs and lessons learned, there is also 
scope for considering the emerging complex context of governance in Europe to an opportunity for more articulate 
action and strengthening critical mass for HIAP within Member State and as part of European Union policy making as 
whole.  
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The agenda for action could comprise ofsix parts: 
i) Legitimacy and basis for action: review and analysis of the existing legal basis and case-law of relevance to 
HIAP in the context of human and social rights commitments, international commitments, European Union 
treaty obligations and legislation within Member States, so as to guide and inform Member States on the 
legitimacy and legal basis for HIAP in practice 
ii) Knowledge and Capacity: strengthening existing public health and HIAP capacities through European joint 
action on research, training and institutional support for HIAP, including teaching on HIAP as part of diplomas, 
practice work and public health-related degrees. 
iii) Strengthening equity and health inequalities in health programme: addressing health inequalities in the 
context of European Health programme as it relates to health systems, infectious diseases and non-
communicable diseases. Utilising scope for more equity oriented policies within health and that equity and 
reduction of health inequalities are discussed in the context of health policy choices and options.Enhancing 
cooperation across initiatives in the field of health and social policy.  
iv) Children and youth: establishing a common joint action with focus on children and youth, poverty and health. 
This is an area which is not only emphasised by recent European reviews, but also one that has become 
articulated in the context of multisectoral responses. 
v) Austerity and growth: accelerating action onHIAP in the context of growth oriented economic policies and 
European semester and structural funds. The focus on austerity needs to shift towards means of ensuring that 
health and equity gain more substantial consideration. 
vi) Governance: Enhancing HIAP in the context of European Parliament work, supporting networking, alliances 
and sharing of knowledge resources, including on how structural funds could be better utilised for health. 
Analysing potential and possibilities for an independent office with the task of scrutiny for ensuring that 
health is adequately considered in all policies.  
Action on health inequalities and social determinants of health is not a matter of lack of knowledge. We have fresh 
reviews and analysis on inequalities at European Union level as well as emerging networks and linkages with respect to 
HIA and HIAP through the joint action. What is necessary now is to realise existing European Commission and Member 
State commitments as well as to engage and sustain European Union level follow up, action and emphasis beyond the 
more temporary form of joint action as well as extend this focus to European Parliament functions and activities. 
However, it is also important to remember that addressing social determinants of health and health inequalities is not 
a short haul one communication measure, but a longer term challenge. This is especially so with respect to the often 
long social shade of economic crises, continuing much beyond economic recovery. A specific programme and 
communication on universal access, equity and health in all policies should be established to continue with the 
challenge,based on and drawing from the six parts for action. This would have the added benefit of strengthening the 
role of public health within European Union policies, which is in danger of becoming increasingly marginalised, as well 
as in enabling focus on key aspects of health systems development and financing, which matter for universal access 
and equity.   
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